PERIODIC CATATONIA* M. BOYCE, M.D., D. Psych. ' Kraepelin made several attempts to define, descriptively, what is now known as schizophrenia within the framework of a general classification of mental illness", It was described as "Dementia Praecox or the Group of Schizophrenias" by Bleuler as he felt that several clinical pictures could be included which presented the core symptoms of autism, flattened 'feeling-tone', disturbed associations and disruption of the thinking process", Hospital admission statistics reflect only in part the high incidence of schizophrenia and the need for a more distinct aetiological definition-s- 11 Considerable emphasis has been given to the search for evidence of deranged metabolism. Kraepelin once suggested that these illnesses were the expression of auto-intoxication by products of an abnormal metabolism leading to pathological cerebral changes'". However, attempts to interpret the possible relationship of some facet of metabolic disorder (e.g. biochemical) to the total disorder, in those instances in which it would seem to have been detected, have varied due to the rather gross lack of sufficient basic datal.
Most studies utilizing the hypothesis-verifican m method (contrast of test groups and controls) have suffered from the heteros <:neous nature of the schizophrenic disorders and difficulty in obtaining agreement upon diagnostic criteria among clinicians. As a result, these studies have o.ren produced conflicting findings.
Perhaps the most well-defined group within the schizophrenic constellation was first described by Kraepelin as 'Periodic Dementia'. He described it as being characterized by frequently recurring catatonic episodes with intervening phases of remission. He made some comments upon the rather abrupt onset of the catatonic episodes (most frequently of confused excitement) and loss of weight during these phases. The pronounced periodicity peculiar to this disorder intially led Kraepelin to consider it as belonging to the manicdepressive disorders although he later felt that there was little evidence to support this view. In the eighth edition of his "Textbook of Psychiatry" he stated that it made up not quite two percent of all cases he included under the diagnosis of dementia praecoxv. The more well-defined nature of this illness and the intrinsic self-control that it provides in the remission phases lend themselves to intensive serial observation and study. Investigation of this illness presents the possibility of detecting constantly recurring underlying aetiological factors which may then be related to the other similar illnesses -particularly within the schizophrenic group of illnesses.
Gjessing in Norway has conducted exhaustive longitudinal metabolic studies on a relatively small number of cases of Periodic Dementia (which is more specifically referred to as Periodic Catatonic Schizophrenia or 'Periodic Catatonia'jO- 14. Gjessing's studies have been the major ones conducted in this illness. They have resulted in considerable enlightenment and have served as a stimulus to similar research by a few other investigators.
Gjessing has employed a battery of metabolic tests and investigationsapplied over extremely long periods (often several years) on the cases of Periodic Catatonia that he has studied. By placing subjects on a fixed, low prot~n_intake and eradicating all sepsis and any condition involving unusual "Presented at a Regional Clinical Meeting in Psychiatry, University of Western Ontario, London, Ontario, on February 4th, 1957.
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-protein catabolism or storage, morbid phases appeared to occur at more regular intervals and remissions seemed slightly greater in duration in some cases. In these cases he also observed a: sudden shift from a sustained ('syntonic'), predominantly vagotonic state with abnormally low basal metabolism in the remission to one of sympatheticotonia and elevated B.M.R. in the morbid (disturbed) state (which could be either complete stupor or sustained excitement) in closely synchronized fashion. He designated these as 'synchronous-syntonic' (S-S) types and such highly specific cases within the Periodic Catatonia group have been the focus of his more exhaustive studies. In addition, it also seemed that a cyclic alternation of body nitrogen level occurred, presenting cycles of equal duration to those of the psychic and autonomic states. It has appeared, however, that the point of onset of the psychic disturbed phase can be found at different points on the nitrogen curve and may occasionally tend to shift, during the illness, in the same patient'>. These findings were made from Macro-Kjeldahl estimation of nitrogen intake and output and variations in level were in order of from 15 to 30 grams. Serial N.P.N. values were also found to reflect phasic change in nitrogen level fairly accurately although they remained largely within normal Iimitst-, Other cases were found to have less regular psychic alternations, mixed autonomic changes, and irregular changes in nitrogen balance. These have been described as 'asynchronous-asyntonic'. Gjessing has produced a successful method of treatment of the S-S case. This consists of initially administering thyroxine, parenterally, in rapidly increasing doses. The best result appears to be obtained by starting therapy when it seems that the patient is just approaching the phase of maximum nitrogen retention. Maintenance therapy consists of continuing thyroid substances (dessicated thyroid) and a low protein diet. It was originally stressed that these procedures cause rapid, excessive depletion of the body nitrogen and prevent any significant re-storage -the body nitrogen balance remaining on the negative side'", A case which has appeared to be a synchronous-syntonic type of Periodic Catatonia described by Gjessing was admitted to the Ontario Hospital, London, Ontario, on November 17th, 1954, and illustrates the nature of the illness as well as some aspects of management and investigation.
Mr. K. S. was 24 years of age at the time of admission. He was born in Eastern Germany. There is no history of mental illness in other members of the family. The father was a businessman and the family enjoyed a good urban social and financial standing until the disruption caused by World War II. The mother was undoubtedly the more aggressive parent, with greater social aspirations. Patient was the youngest of 4 siblings, the mother's favourite, but was, nevertheless, restricted in his activities and often confined to the home to practise lessons. There is a history of some early neuroticism which includes nightmares, thumb-sucking and nail-biting to a considerable age. In a letter, the mother (who is now in West Germany with two unmarried daughters) describes the patient as having been an obliging but somewhat restless child. Patient achieved average school standings with satisfactory progress and attended until the age of 15 when his father and brother were taken by the Russians (and, presumably, subsequently died or were killed). The remainder of the family was moved to the Polish zone. Patient had a chronic desire "for adventures and undertakings" and soon struck out for West Germany alone, although misgivings over severance from his mother soon developed and persisted. He became an apprentice mason in West Germany and qualified in this trade in 1951. Patient came to Canada in that year and worked in various locations prior to settling in London, Ontario, the year preceding his admission to hospital. He was a very cautious, conscientious, industrious worker, but made very few lasting contacts socially. He had just begun to establish himself independently in business shortly before admission. He was meeting with some difficulties, however, in spite of his considerable strivings to succeed.
There were no significant previous illnesses except scarlet fever during childhood. There was no active interest in girls. He maintained himself as a ra:ther aloof, cautious, rigid person. He was exacting, ambitious and somewhat intolerant of others and occasionally allowed expression of rather uncontrolled anger in his interpersonal contacts. He was interested in things of a mechanical nature and in music and reading.
Four days prior to admission some unusual behaviour was noticed by his acquaintances. He constantly rubbed his hands together and would terminate conversations abruptly and dramatically. He became preoccupied with ideas that he was mentally ill, unworthy of anything, and that the world would be better off were he dead. He shut himself in his room for long periods but eventually found his way to the grounds of the Ontario Hospital, London, where he appeared to be grossly disturbed and confused and was subsequently admitted.
On admission patient was extremely manneristic, assumed bizarre postures and would frequently lie mute, rigid and motionless, staring toward the ceiling of the ward. This would be interrupted by outbursts of excitement and destructiveness. The rare utterance offered indicated gross thinking disorder. He was questioned concerning his father and replied, "The soul of my dead father is with me -but everything depends upon television." Facial expressions were inappropriate to the reality situations confronting him and he was hallucinating in both auditory and visual fields.
Electroconvulsive therapy (ECT) was begun shortly after admission ( Figure 1 ). This seemed to result in some improvement although patient exhibited a disturbed episode of about 15 days duration prior to the termination of the course of 24 treatments given at that time. Improvement was short-lived.
ECT was given 'symptomatically' and a total of 88 treatments had been given by September, 1955 . During this time chlorpromazine (CPZ) had been given over a two-week period. (Dosage, 150 mgms. daily, and duration of administration probably did not provide an adequate trial of this therapy.) Insulin coma therapy (lCT) was administered from March 28th to June 22nd, 1955. This consisted of a total of 60 treatments, satisfactory coma being obtained on only 17 occasions. Patient displayed some moderate insulin resistance (dosage of up to 950 units of regular insulin was given). This was particularly evident during disturbed episodes. No 'grand mal' seizures occurred during the course of ICT. As shown on the accompanying chart, both leT and ECT were offered during the latter part of this phase of therapy but were not given simultaneously. No unequivocally significant or lasting improvement was achieved with any of these measures.
In the latter part of August, 1955, the patient exhibited a spontaneous, generalized, 'grand mal' seizure. It was at this point that the patient's course in hospital was again reviewed with good notes available as patient had been on continued active therapy. It was discovered that he exhibited relatively regularly recurring episodes of gross catatonic disorder usually lasting 9 to 15 days separated by relatively lucid intervals of varying d':ll'ation, -never longer than 40 days ( Figure 1 ). It was also apparent that there was a sudden, dramatic change of state (often over a few hours or less) at the onset, and, to a lesser degree, at the termination of each disturbed episode. The diagnosis of Periodic Catatonia was considered. It was also observed (on review and in episodes that followed after August, 1955) that temperature would rise as high as 101 0 (corrected to oral reading); pulse to 130 per minute; respirations, 32 per minute; together with rise in arterial blood pressure (eg. 156/102, 160/85) during the disturbed state -even when recorded during the occasional periods of mute immobility that would appear during this phase. Sleep rhythm was grossly disrupted. Muscle rigidity and cataleptic phenomena would appear. Pupils would become widely dilated. There was occasionally some moderate weight loss. During the remission phase, blood pressure readings would be slightly below average normal for his age. Other findings would be of this order: temperature, 98.0 0 ; pulse, 68 per minute; respirations, 18 per minute. B.M.R. obtained shortly after cessation of the episode in September, 1955, was -19 and appeared to be a satisfactory tracing. A value of -29 followed the episode of October, 1955, and an N.P.N. of 36 mgms. per 100cc. was found on the day of onset of the next episode in November, 1955. The subsequent N.P.N. values of that episode were also within normal limits but were progressively lower (lowest value, -28 mgms. per 100 cc.). (It is perhaps significant that N.P.N. on admission in a disturbed phase was 52 mgms. per 100 cc, despite lack of evidence of dehydration. An N.P.N. value of 28 mgms. per 100 cc. was 'Obtained in the following remission phase- Figure 1 ). These findings can only be considered a rather crude reflection of nitrogen balance but might suggest that remission phases may be accompanied by tissue nitrogen retention and the disturbed phases, particularly during their early portion, by excessive loss of tissue nitrogen and relatively high blood nitrogen and excretion.
During the remission phases of the illness the patient exhibited moderate apathy and minimal insight but functioned in a relatively normal manner. In the disturbed phases he would exhibit grossly psychotic behaviour -the extremes of catatonic excitement with occasional mute, stuporous intervals, muscle rigidity, negativism, grimacing and seemingly outlandish posturing. He was sometimes found lying nude in his excreta upon the floor, shouting, assuming positions of prayer or of flying. Listening attitudes and suspiciousness were noticeable at times, but he did not present well-structured or persistent delusions. He displayed irrational destructiveness towards environment and self. Hallucinations were extremely varied in nature. At times he seemed completely absorbed in these experiences whereas he could occasionally divorce himself from them to a sufficient degree to doubt their reality.
Dessicated thyroid was first administered on September 1st, 1955. It was felt that adequate dosage of dessicated thyroid would achieve the same end as parenteral thyroxine in more gradual and perhaps less stressful fashion. There was relatively little guide as to what might be the proper timing of maximal effect of thyroid medication. Therapy was begun abruptly without further investigation as deportation proceedings were imminent. It should be noted that phenobarbital was given from early September but never exceeded dosage of 3 grains a day and was subsequently discontinued.
Dessicated thyroid was progressively increased. In late September, 1955, patient was placed on a low protein diet (of 2,500 calories containing 10.5 gms. of nitrogen daily) of either fluid or solid consistency. Four episodes followed institution of thyroid therapy, the last two being lengthy and almost continuous. Dosage of dessicated thyroid reached 10 grains per day, but was reduced to 5 grains per day following the end of the last disturbed episode. It has subsequently been raised to 9 grains daily and has usually been maintained at this level. A three-week trial on L-tri-iodothyronine* up to doses of 240 micrograms per day was attempted in May, 1956, but seemed to offer no particular advantage and required more constant vigilance. Thyroid substance was given in dosage to maintain B.M.R.'s in the upper normal range. Any attempts made to reduce dosage have resulted in reduction of B.M.R. to near subnormal range. Vitamin-mineral supplement has been given daily and caloric intake gradually increased. Since the last disturbed episode in December, 1955, patient has gained in weight from 117 to 154 pounds.
This man has shown progressive improvement in his behaviour. His insight seems at times rather remarkable. It is felt that he has been functioning at his prepsychotic level for more than a year. He is now living in London. He is working and attending night school classes. Psychological tests revealed that he is functioning within the bright normal range of intelligence.
Periodic assessment has continued until the present time. During a period of attempted reduction of dosage of dessicated thyroid attempts were made to determine the thyroid gland activity as measured by radioactive iodine pickup. In early December, 1956, while on a dose of 5 grains daily, he was found to have almost no (6%) pickup when measured 24 hours after administration of J13l. In January, 1957, he was given 5 units of TSH intramuscularly daily for two days. He was given a test dose of J1al the following day and the 24-hour pickup was found to be 19% (normal 20-40%) and in 48 hours 20% (normal 20-40%). These findings were interpreted as indicating almost no function of the thyroid on that dosage of dessicated thyroid but that the gland could be stimulated by the anterior pituitary thyrotrophic hormone. Unfortunately, similar studies were not carried but before therapy was instituted.
As mentioned, a grand mal convulsion was observed in August, 1955. Seizures were observed on three more occasions between that date and late November, 1955 (Figure 1) . Phenobarbital, in low dosage, was given until February, 1956 . No more fits have occurred. Neurological examination, spinal°L -tri-iodothyronine sodium was supplied by Glaxo (Canada) Limited; has since been marketed under the registered name Tertroxin. fluid analysis, skull x-rays, E.E.G.'s (4 in all, with activation which included photic stimulation, obtained following the last disturbed episode) and pneumoencephalogram have all been within normal limits.
It should also be mentioned that the patient was diagnosed as having Enterobiasis and treated successfully for this in July, 1956. It was uncertain as to how long the condition had been present.
Discussion: Ojessing"-14 reports that some of his cases of Periodic Catatonia were found to present a history of psychopathy in relatives -occasionally, Periodic Catatonia itself. Onset seems to be more frequent before the age of 20. It is estimated that two-thirds of the cases are female although Gjessing has largely confined his studies to males to avoid the added variable of menstrual cycle. Onset of the illness is usually sudden although there are often indications of some alteration of conduct for a few days prior to onset. Once the illness is established, morbid phases may occur with increasing regularity. In some cases morbid phases may tend to become greater in duration and occur more frequently -even daily. The illness may continue relatively unchanged for decades; however, after several years, some cases may exhibit a prolonged period of abeyance. There is also some speculation as to whether the morbid phase may become chronic or 'non-periodic' (vide infra).
As a rule, a condition sets in of marked impairment of all faculties with poverty of ideation, emotional flattening and mannerisms which is evident during all phases of the illness. The disturbed phase may be predominantly one of automation excitement or stupor with other symptoms usually considered more pathognomonic of schizophrenia of the catatonic type.
Several of the phasic alterations in the synchronous-syntonic cases have been illustrated by the cause described. In the morbid phase these include mydriasis, frequently some clamminess of skin, fine tremor, shortened and restless sleep, some loss of weight, high normal or slightly above normal B.M.R., increased temperature, pulse and blood pressure. A high fasting blood sugar, urinary retention and haematological changes are also described. In the interval phase B.M.R. is below normal; a tendency to diuresis, increased excretion of sodium chloride and electrocardiographic changes have been described. Other findings have included phasic variations in urinary constituents and acid base equilibrium>, Gjessing has suggested that some of these features may vary somewhat depending upon the time relationship of cyclic mental alterations to phasic nitrogen changes. Additional phasic metabolic changes have been detected by Gjessing but, as yet, have been difficult to interpret.
Stokesv- 35 has reviewed Gjessing's work stressing the opportunity for research presented by this disorder. Hardwick and Stokes" reported metabolic studies and therapeutic trials conducted during the early war years. Their results tended to confirm nearly all of Gjessing's findings, although Hardwick felt that results of therapy were not uniform. Although always orientated to broad, serial study, much attention has been devoted to endocrine aspects -particularly to pituitaryadrenal cortical axis. Observations were made on some of the patients which suggested the presence of cyclic alterations within this axis although these variations were not always too well-defined or certain due to limitations of present day methods of measurement. Therapy (utilizing A.C.T.H., adrenal cortical and sex steroids, etc., as seemed indicated) did not lead to results that would seem to confirm definitely many of the hypotheses considered from time to time during the research. However, all the typical 'synchronous' cases with stable metabolic changes in one direction in each phase responded to the type of therapy outlined by Gjessing. One other case that appeared to be of this type was possibly somewhat atypical in that a head injury precipitated the onset of the illness. This man did not respond to thyroid-diet therapy but, interestingly, has recently exhibited a gratifying response to lobotomy". Bonkalo, Lovett Doust and Stokes", at Toronto, have also demonstrated that serial electroencephalographic studies reveal changes coincident with the phasic psychic changes which are constant for the individual patient. In three cases reported, both E.E.G. alpha incidence and amplitude fell sharply during the disturbed phase. The alpha rate rose steeply in two and fell in the third case. Capillary anoxemia, which could be aggravated excessively by apnoeic and other stress, also closely corresponded in time to the disturbed phase. Intermediate changes were noted just before and after the disturbed phase. These particular phasic alterations were also seen to persist for sometime after compensation (lasting remission) had been attained by successful therapy. The Toronto group have recently turned attention to study of possible changes in adrenal medullary function.
Lindsav'" reported two cases which he considered to present Periodic Catatonia but they were not studied closely metabolically. Both showed transient response to ECT. Only one responded to the Gjessing method of therapywith moderate improvement and the disappearance of cyclic change. Rowntree and Kay 3 0 have reported two cases which were not the typical Periodic Catatonia of the synchronous-syntonic type as described by Gjessing (ie. phasic metabolic changes, synchronous with phasic psychic change, sustained predominantly in one autonomic direction). Nevertheless, some phasic variations in adrenal cortical function were detected which seemed related to changes in mental state. In addition, the presence of a state of cerebral excitation was consistently observed electroencephalographically when improvement in psychic state periodically (ie. interval, remission phases) presented. A lobotomy was performed on one of these cases and did not alter the periodicity nor did administration of thyroxin-dessicated thyroid modify the illness. Ashby" reported an atypical case exhibiting temporary response to ECT in disturbed phases. Results of biochemical investigations tended to indicate that a specific change in adrenal cortical secretion occurred with ECT-induced remission. It was also noted that this patient was insensitive to insulin and adrenalin. The total neuro-endocrine changes were complex and open to several hypothetical interpretations.
Danziger and Kindwall 7, 8, 9 have frequently reported therapy with thyroid substances and vitamin supplement in a variety of functional psychiatric disorders. Their cases described as Periodic Relapsing Catatonia were presented as similar to Gjessing's Periodic Catatonia. However, none was described in great detail and the cases were not intensively investigated. They claim good results in some cases with thyroid-vitamin therapy alone while others responded to this therapy in addition to other physical methods. Medication was usually given in the form of dessicated thyroid and Vitamin B complex orally. The highest tolerated daily dose of dessicated thyroid was given, and was usually attained by several increments. Treatment was started during any phase of the illness. Patients were maintained on dosage near the maximum tolerated.
Even in cases of definite synchronous-syntonic Periodic Catatonia (and where environmental variables have been held to a minimum in investigation) the total nature of the disorder and interrelationship of the results of research have not been fully apparent. In the patient that has been described, there was little to suggest any primary disturbance in the thyroid gland. The phasic variations in B.M.R. are open to innumerable interpretations. Radioactive iodine uptake studies were in no way suggestive of primary thyroid disorder; the patient was receiving 5 grains of dessicated thyroid daily at that time and thyroid gland activity may be markedly reduced by dosage of this or higher level", Adequate response to TSH was apparent. Radioactive iodine uptake studies conducted on other cases have produced rather consistently low-normal range results-", The Toronto group have demonstrated protein-bound iodine values within normal level in some of their patients during both disturbed and interval phases!", Nevertheless, Danziger and Kindwall" propose that a basic disequilibrium may exist within the pituitary-thyroid axis. They suggest that thyroid substances, given in sufficient dosage, reduce the production of both endogenous thyroid hormone and thyrotrophic hormone to very low values and provide sufficient exogenous thyroid hormone to permit rise of B.M.R. to physiological levels. (That this latter change is essential to recovery is questionable, however, as will be evident in subsequent discussion.) Gornall et aU 6 proposed several possible interpretations of the knowledge presently obtaining: possibly circulating thyroid hormone is not in a biologically active form in the interval or remission phases but reverts to qualitatively correct form in the disturbed phases; other hormonal imbalance may antagonize thyroid hormone or directly interfere with mechanisms involved in oxygen utilization at the cellular level. It was also suggested that tissue cells may be unable to utilize oxygen at a sufficient rate under the influence of a normal amount of circulating thyroid hormone but this has seemed an unlikely situation as cellular metabolism (B.M.R.) increased markedly during the disturbed phase while protein-bound iodine remained at the same level throughout both phases. Gjessing has observed three cases of spontaneous remission. In these, the 'vegetative'> or autonomic and psychic variations are eliminated first, then variations in the nitrogen curve remain within normal limits and, finally, normalization of B.M.R. may occur over several months. This suggests that moderate reduction of total body oxygen consumption rate as represented by B.M.R., alone, is not the responsible factor.
Gjessing's findings and therapeutic regime seem to indicate that nitrogen metabolism is of special aetiological significance in these cases -that the nitrogen cycle seems, in some way, to govern the phasic mental change. Others' investigations have tended to confirm the presence of this diphasic nitrogen cycle -one of body nitrogen retention and one of excretion, together being of similar duration to that of combined psychic morbid and remission phase 1 6 , 1 7 . However, Stokes" demonstrated a lack of response or of change in the rhythm of the illness on varying the protein intake and nutritional state. It was specifically shown that the sequence of changes in mental state occurred even when phasic changes in the nitrogen curve were not apparent above a critical and high level of body nitrogen retention. These findings seem to indicate that nitrogen balance and the cyclic changes in mental state are possibly not directly aetiologically related.
Gjessing suggests that this illness is an expression of disruption of central autonomic ('vegetative') regulation in the enzymic level -the result of some toxic factor which may be related to altered nitrogen metabolism. Lindsay'" has offered similar views and made reference to the several agents that can be used to produce experimental catatonia. The Toronto workers have concluded that the total "significant series of biological happenings" which rhythmically occur do result in the psychomotor fluctuations seen in this illness. They describe a case presenting a phase of prolonged stupor with atypical, labile, vegetative changes in an illness which, otherwise, had exhibited short, regular, diphasic cycles -well-defined in both psychic and vegetative spheres. They suggest "that this prolonged stupor essentially represents a series of catatonic stuporous disturbances which follow one another with insufficient metabolic change during the compressed 'interval' phases to permit the emergence of a clinical remission". They suggest further, that "determinants of such intrinsic pattern changes in an otherwise inexorably phasic disturbance may well be extrinsic and dependent upon such well recognized factors as intercurrent infections, shock treatment and the like" and may present seemingly constant catatonic disorder of the more common (non-periodic) variety, or permanent remission. These postulates might serve as explanation of the appearance of the two prolonged, almost continuous, terminal disturbances when dessicated thyroid was administered to Mr. K. S. Gjessing" has commented upon the appearance of supernumerary, although not necessarily continuous, disturbed phases which appear to relate to timing of maximal effect of thyroid substance offered.
The relative constancy of response to the Gjessing regime of therapy in the synchronous-syntonic types is an intriguing facet; the exact mechanism of its beneficial action in this disorder remains unknown. Patients with the "myxoedematous madness" (Ascher) 3 of primary hypothyroidism have often responded dramatically to replacement therapy. Thyroid substance has been used in many therapeutic trials in schizophrenic illnesses. Hoskins" estimated that 10% of the schizophrenic population of large mental hospitals may benefit from thyroid medication and found that those cases exhibiting low B.M.R., low urine nitrogen content and secondary anemia showed some degree of good response to thyroid substances. Sargant et al 31 . , and Sargant and Slater" have reported use of thyroid but have been unable to define many specific indications for its use apart from Periodic Catatonia. Hardwick (1941) 17 , on reviewing the literature, also remarked that those cases successfully treated with thyroid substances showed a considerable resemblance to cases of Periodic Catatonia. Reiss" has indicated the multiplicity of factors that may determine the choice of thyroid and other endoctine therapy and it seems possible that continued research will provide further enlightenment in this sphere. Whether the range of favourable results will be extended by use of L-tri-iodothyronine remains to be determined. As noted, it seemed to hold no particular advantage in the case described here although its rapid action would seem ideally suited to initial therapy in these cases of Periodic Catatonia (if an oral medication is practicable) -to replace thyroxine.
The case described also raises the question of relationship of epilepsy and schizophrenia". There is no history of fits during the patient's childhood or in his family. This man was discovered to have Enterobiasis which may have been of significance when one considers the frequency of fits in children infested with pinworms (and may well have played some role in the phasic changes of mental state also)4. The appearance of spontaneous seizures has been attributed to electroconvulsive therapy"- 18, 22, 27, 28, 36 . Whether a definite relationship exists between epilepsy and thyroid disorder is uncertain", Some have felt that there is a significantly higher incidence of epileptic phenomena in catatonic schizophrenia than should be expected by chance alone and several workers have attempted to investigate the relationship"- 19, 20, 24, 30. These workers have reported cases in which ictal phenomena and E.E.G. changes of an epileptic nature tend to bear a fairly constant time-relationship to alterations of mental state and have included cases of Periodic Catatonia. Leiberman and Hoenig"; using a photometrazol activating technique, made observations which tended to confirm those of other workers'"-30 -that the lowered convulsive threshold occurred more commonly just prior to or during a remission. However, they felt that it might be found to be more directly related to some phase of the nitrogen curve in cases of Periodic Catatonia and would, therefore, not necessarily coincide with remission in all cases. In the case of Mr. K. S. (Figure 1 ), available data would suggest that the first three seizures may have occurred in phases of nitrogen retention -during remissions. It is difficult to know (in the light of the relative crudeness of measurement and only minor reduction of N.P.N. values) whether, despite administration of relatively high dosage of dessicated thyroid, a retention of nitrogen occurred during the latter part of the disturbed episode of November, 1955, when the last seizure was observed.
Summary: A description of Periodic Catatonia is offered stressing its relatively well-defined nature and the unique opportunity for controlled investigation that it presents. A case is described and discussion is offered of findings, hypotheses and therapy described in the literature. Discussion is particularly devoted to the investigation of the role of the thyroid and treatment with thyroid substances in this disorder. Spontaneous seizures were observed in the case described. Comment is made upon these (ictal) phenomena and E.E.G. changes that may occur in cases of Periodic Catatonia and may bear a fairly constant relationship to other phasic alterations (possibly of nitrogen balance) in this illness.
reagi au traitement expose par Gjessings et qui consiste essentiellement dans l'administration de doses rapidement croissantes de thyroxine, par voie parenterale, suivies de doses d'enrretien suffisant, de thyroide dessechee, afin de maintenir le metabolisme basal aune valeur normale elevee, Les etudes sur l'ingestion d'oide radioactif qui ont compris des appreciations effectuees apres l'administration d'hormone thyrotrope n'ont revere aucun indice de trouble thyroidien dans Ie present cas. L'article expose les constatations, les hypotheses et la therapie decrites dans la litterature, et mentionne particulierement les etudes poursuivies au Toronto Psychiatric Hospital en matiere d'endocrinologie et autres disciplines. On commente les phenomenes "ictaux" et les alterations electro-encephalographiques pouvant survenir au cours de la catatonic periodique (et qui se sont produites dans le cas decrir) et se rattacher ad'autres alterations organiques (peur-etre de l' equilibre azote) dans cette maladie.
